A previously healthy 20-year girl presented with history of acute abdominal pain, an episode of diarrhoea and recurrent episodes of vomiting. Clinical examination and observations of the vital signs, including blood pressure, were essentially normal. Urinalysis was reported as no abnormality detected. A provisional diagnosis of gastroenteritis was made and she was admitted for rehydration and symptomatic management with intravenous fluids, omeprazole and ondansetron. Evaluation by the gastroenterologist, the following day, did not identify any serious pathology; and hence she was discharged on symptomatic treatment.
She apparently did well for next two to three days, but then needed to be readmitted again as she developed severe low backache severely limitating her mobility. Neurosurgical review was requested and an MRI scan of the spine revealed lumbar prolapsed intervertebral disc (PIVD) with large L5 to S1 extruded disc. She was started on pain management with good response, initially. Strict bedrest and monitoring was advised.
The patient again developed acute abdominal pain and urinary tract infection -like symptoms with normal urinalysis three days later, while still being an inpatient. Pain in the abdomen was poorly localised, associated with few intermittent episodes of nausea and vomiting: and she had developed other new symptoms, such as anxiety and depression with occasional irritability and restlessness. All basic investigations, including CT scan of the abdomen, remained inconclusive. Psychiatry opinion was also requested.
However, next day, the urine dipstick revealed a large number of RBCs and the patient appeared very pale with persistence of symptoms. Repeat full blood count revealed a drastic fall in haemoglobin level from 11.7 gm/dL at admission to <7 gm/dL. In view of her symptoms, which remained unexplained thus far, urinary porphobilinogen was requested. This was found to be positive (9.8 mg/L, normal range 0 -4 mg/L). In view of the elevated level of porphobilinogen on a spot urine test during the acute attack, a diagnosis of AIP was eventually established. She was kept nil by mouth, given intravenous dextrose, opoid analgesics, omeprazole and ondansetron. The patient was treated with human haemin infusion [dose 3 mg/kg/dose once daily] for 4 days. 4 Her symptoms improved and she was discharged home after an inpatient stay of 10 days from the initial admission.
The patient was advised to continue her follow-up with the haematologist as few patients are known to develop recurrent attacks. This was also to ensure that she is monitored for late complications which include chronic pain, hepatocellular carcinoma, chronic renal failure and hypertension. 4 She was provided with a list of medications to be avoided.
Human haematin is often not readily available in resource-limited settings, other therapeutic options such as haemodialysis may be considered as there is some evidence in the acute setting for AIP being successfully treated with dialytic support or as a transient measure till human haematin can be procured/imported. 5 Although, in retrospect, the patient had all the classical symptoms of AIP, the diagnosis got established only after a considerable delay of 8 days from initial presentation. This was partly due to vagueness of her initial symptoms, which got misinterpreted as gastroenteritis initially and largely due to the co-incidental findings of lumbar PIVD. It is important that a balance is maintained where there may co-exist two different pathologies. A recently published case of AIP in a 42-year woman from the UK highlighted similar challenges with a delay in diagnosis as too many key aspects of her history were initially not known, and others got ignored or misinterpreted. 2 
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Seizures are known to occur in 20 -30% cases during acute attacks of AIP. 3 The most commonly reported electrolyte abnormality is hyponatremia. Moreover, hypomagnesemia is also common. 3 Both are risk factors for development of seizures, hence regular monitoring of electrolytes is suggested during acute attacks of AIP. 3 Symptoms of AIP patients may change during the menstrual cycles as reported by a Swedish study where 30/32 women showed significant cyclicity in at least one AIP or premenstrual syndrome (PMS) symptoms. 6 Back pain and sweet craving were the most frequent AIP pain and PMS symptoms, respectively. 6 Pelvic pain and abdominal swelling showed the strongest correlation. 6 It is essential that the diagnosis of AIP is considered and appropriate investigations are initiated in a time-critical manner. Early treatment is likely to prevent significant morbidity and mortality. The case study also reflects the unexpected diagnostic challenges that may be faced by specialist clinicians in a patient presenting with two different pathologies simultaneously. Adequate knowledge about AIP is, therefore, essential for clinicians from all specialities as has been vividly demonstrated here as the management of this patient at the time of diagnosis of AIP was being led by the neurosurgical team.
